left fallopian tube showed evidence of such infection, with fusion of the plicae.
This case was from the Homerton Hospital, where we have previously reported one of the world's highest ectopic pregnancy rates5-2 .62 ectopic pregnancies per 100 deliveries. Ectopic pregnancy is a major cause of maternal mortality, accounting in the UK for 19 deaths in the triennium [1988] [1989] [1990] . 15 were due to rupture. In 7 of the 15 cases, substandard care was identified. The 1994-96 Confidential Enquiry into Maternal Deaths emphasized that the diagnosis should be considered in any woman of reproductive age with lower abdominal pain, particularly of sudden onset6. This applies especially to women who have already had one ectopic pregnancy. If there is doubt, the patient should be followed by serial beta hCG measurements and ultrasound scans. If there is still doubt, a second laparoscopy should be considered. With the incidence of ectopic pregnancy increasing, bizarre cases (for example, heterotopic, bilateral or consecutive) will be seen more often. When a renal angiomyolipoma bleeds in pregnancy, the usual treatment is nephrectomy1.
CASE HISTORY
A 36-year-old woman reported frank haematuria at 26 weeks' gestation. 2 years earlier she had had an uncomplicated full-term pregnancy. Renal ultrasound showed a 5 x 5 cm right upper pole renal mass compatible with a bleeding angiomyolipoma ( Figure 1 ) but the bleeding settled spontaneously. She was readmitted at 28 weeks' gestation with further haematuria and right ureteric colic. Selective right renal arteriography revealed what appeared to be a large bleeding angiomyolipoma and this was successfully devascularized by means of polyvinyl alcohol particles ( Figure 2 ). Radiation exposure was limited by careful coning of the uterus, sparing use of fluoroscopy and monitoring with a thermoluminescent dosimetry device. The haematuria settled immediately and she had an uncomplicated full-term delivery. On postpartum imaging there was a residual 1 cm fatty area within the right renal parenchyma, and she remains asymptomatic nine months later. The use of ultrasound alone for diagnosis avoided the radiation exposure of computed tomography. The safety of magnetic resonance imaging in these circumstances has not been established. With the arteriographic approach the mean absorbed dose to the uterus was calculated to be 6.2 mGy (uterine exposure from a limited intravenous urogram is 4-6 mGy; the annual whole-body dose from background sources in the UK is 2 mGy). In the nonpregnant state angiomyolipomas less than 4 cm can be managed conservatively, but larger lesions are at greater risk of spontaneous bleeding and are usually treated by renal parenchyma saving surgery2. Selective embolization has an increasing role particularly in patients with multiple and bilateral disease. In pregnancy, haemodynamic changes are thought to predispose to haemorrhage from these tumoursl. Yanai has suggested that pre-pregnancy embolization may reduce the chance of subsequent haemor-rhage3, but ours seems to be the first reported case of successful embolization of a bleeding AML during pregnancy. The first and most natural idea would be that the transmission might be effected by the virulent blood which the mosquito has sucked . . .' Finlay proposed that three conditions were necessary for yellow fever to be propagated: a yellow fever patient who is bitten by the mosquito, survival of that mosquito until it bites another person, and the coincidence that the person bitten be susceptible to the disease. Finlay published extensively on the subject. Unfortunately, his theory did not gain acceptance until the efforts of the Reed Commission in 1900. The economic importance of this discovery was immense and made the construction of the Panama Canal a reality. Finlay received many honours, and philatelic recognition for his efforts.
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